Hypertrophic tuberculosis is an uncommon condition today and when it does occur it is usually in the ileocxecal region, less commonly in the colon and rarely in the rectum. Three cases with hypertrophic rectal tuberculosis were presented.
unlikely to co-operate with their bowel habits after operation are best avoided. (1965) Gut 6, 396 Hypertrophic Tuberculosis of the Rectum [Abridged] by P R Hawley FRCS (St Mark's Hospital, London) Hypertrophic tuberculosis is an uncommon condition today and when it does occur it is usually in the ileocxecal region, less commonly in the colon and rarely in the rectum. Three cases with hypertrophic rectal tuberculosis were presented.
Case 1 Man aged 25. Pakistani
Referred with a rectal stricture of unknown vtiology.
He had chronic cervical tuberculosis which had been diagnosed ten years previously, for which he had received antituberculous drug therapy including streptomycin for one month. On examination sigmoidoscopy showed a soft stricture 2 cm long at 9 cm through which the half-inch sigmoidoscope would just pass, with cobbled pale and adenomatous mucosa but no ulceration. At 17 cm there was another similar stricture. Biopsy of the strictures showed a chronic inflammatory reaction with occasional sarcoid granulomas, in one of which was a giant cell. No acid-fast bacilli were found and culture and guinea-pig inoculation were negative. Biopsy of the neck showed caseating tuberculosis. On repeated further biopsy of the rectal stricture one acid-fast bacillus was found. Antituberculous therapy with streptomycin and Pasinah was started and the rectum became completely normal within three months.
Case 2 Man aged 63
Presented with difficulty in micturition for five years and an anal ulcer for five months. Four months before being seen he developed a nonspecific urethral discharge which was treated with streptomycin and sulphonamides. He had lost I stone in weight and had a cough. On examination there was suprapubic dullness but the bladder was not palpable. There was an anal ulcer with a bluish edge and coarsely granulating base. Sigmoidoscopy to 18 cm showed no abnormality of the rectum. A diagnosis of Crohn's disease of the anus and chronic retention of urine was made, the former being supported by a biopsy. However, within three months he was admitted to hospital with active pulmonary tuberculosis, a large mass in the rectum with a rectovesical fistula and a second anal ulcer. The anal and rectal lesions proved to be tuberculous in origin. A transverse defunctioning colostomy was made and bladder drainage instituted. Antituberculous drug therapy was started and his sputum became negative after one month. Six months later the rectal lesion was completely healed and on sigmoidoscopy the rectal mucosa was normal. The fibrosed bladder neck was resected and he was able to pass urine normally. The transverse colostomy was closed nine months after its establishment.
Case 3 Woman aged 66
In 1963 attended hospital with diarrhoea and pruritis ani. Examination revealed a chronic anterior and posterior fissure and sigmoidoscopy showed a granular proctitis in the upper third of rectum and lower sigmoid colon. Chest X-ray showed a healed focus of tuberculosis in both mid-zones. A barium enema showed diverticular disease in the descending and sigmoid colon. Rectal biopsy showed chronic nonspecific inflammatory changes. She was thought to have granular proctitis and was followed up and given prednisone retention enemas from time to time. She subsequently developed a stricture in the rectosigmoid region and at laparotomy a thickened nodular mass was found suggesting a diagnosis of Crohn's disease. Abdominoperineal resection of the rectum was carried out. The specimen showed a stricture 7 cm long 8-5 cm from the anal region and the diagnosis on histology was hypertrophic tuberculosis. Antituberculous therapy was started and the patient made a good recovery.
Discussion
It is frequently stated that hypertrophic tuberculosis of the colon is a primary condition as distinct from the ulcerative lesion which is almost always associated with an advanced primary lesion, usually in the lungs. However, in most previous case reports of hypertrophic rectal tuberculosis there is evidence that the disease is secondary and in these three, two of the patients had active tuberculosis elsewhere and the third had evidence of previous tuberculosis although it seemed inactive. It was suggested that the hypertrophic lesion resulted when the organisms in the rectum were few in number and relatively nonvirulent or partially attenuated and it is of interest that two of the cases had received a short course of streptomycin at an interval before the onset of the symptoms.
The symptoms of the disease are usually not florid, with a little diarrheea and blood and mucus in the stool. The local signs in the rectum may give an indication of the diagnosis for the stricture is short, annular and firm in consistency. The surface is typically nodular but there may be no ulceration and the mucosa above the stricture is normal. Local complications seem to be rather less common than in the ulcerative form of the disease.
The differential diagnosis has to be made between malignant disease on the one hand and other forms of granulomatous strictures (commonly Crohn's disease and less commonly lymphogranuloma inguinale) on [This work will be published more fully elsewhere.] 
